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African-American men have the highest prostate cancer
rates worldwide, and innovative efforts are needed to
increase cancer prevention and screening behaviors
among this population. Formative research was conducted
to assess attitudes and behaviors linked to prostate cancer
prevention activities that could be used to develop a cultur-
ally relevant intervention for an African-American church-
based population. Four gender-specific focus groups were
conducted with 29 men and women at two African-Ameri-
can churches in central North Carolina. Three primary
themes emerged from the focus group discussions: culturally
and gender-influenced beliefs and barriers about cancer
prevention and screening; bariers related to the healthcare
system; and religious influences, including the importance of
spiritual beliefs and church support.
These discussions revealed the importance of the black family,
the positive influence of spouses/partners on promoting can-
cer screening and healthy behaviors, the roles of faith and
church leadership, and beliefs about God's will for good
health. These findings also revealed that there are still major
barriers and challenges to cancer pre ntion among African
Americans, including continued mistrust of the medical com-
munity and negative attitudes toward specific screening tests.
Findings provide important insights to consider in implement-
ing successful prostate cancer prevention interventions
designed for church-based audiences.
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INTRODUCTION
African-American men have the highest incidence
ofprostate cancer in the world.' In North Caroli-
na, prostate cancer disparities are particularly
disturbing. The 1997-2001 age-adjusted prostate cancer
death rates in the state were 77.9 deaths per 100,000
males for nonwhites versus 28.5 for whites. North Car-
olina has led the nation in prostate cancer mortality rate
for several years.2 Health behaviors associated with
decreased prostate cancer risk include eating a diet
emphasizing fruits and vegetables, regular physical
activity and prostate cancer screening.
Diet, Physical Activity and Cancer
Screening Behaviors among
African-American Men
Diets high in red meat and/or high-fat dairy products
are associated with increased prostate cancer risk, while
diets rich in fruits and vegetables are associated with
lower risk.' Several epidemiological studies also support
the hypothesis that diets rich in tomatoes and tomato
products are associated with a reduced risk of prostate
cancer.3-8 In 2003, the National Cancer Institute (NCI)
launched a campaign to encourage African-American
men to eat nine servings of fruits and vegetables a day.
Every type of diet-related cancer disproportionately
affects African-American men, yet they have the lowest
consumption of fruits and vegetables of any group, and
current trends suggest that even these levels are declin-
ing.9 Other studies have confirmed that black men have
higher and more frequent consumption of meat and fast
foods than white men'0 and are less likely to be aware of
the importance of consuming fruits and vegetables in
reducing the risk of certain cancers.9
Physical activity also plays a role in cancer morbidi-
ty and mortality. Several studies' '"4 have reported that
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inactive men have higher rates of prostate cancer com-
pared to men who are very physically active, and physi-
cal activity may reduce men's risk for prostate cancer by
10-30%. Approximately two-thirds ofAfrican-Ameri-
can men in one study reported their fitness levels as
poor or worse than average compared to fewer than half
of the non-African-American men.15
There are two major methods for prostate cancer
screening, the digital rectal examination (DRE) and the
serum prostate-specific antigen test (PSA). The Ameri-
can Cancer Society has recommended that physicians
offer PSA testing and the DRE to men aged a50 years
and at age 45 to African-American men and men with
positive family histories of prostate cancer while
emphasizing that information about the benefits and
limitations of testing should be provided.'6"8 The NCI,
however, has not made a recommendation regarding
prostate cancer screening.19 Despite the fact that
prostate cancer is being diagnosed at earlier stages for
those men who receive the PSA test, evidence is not yet
available of any improvement in health outcomes.20
According to the U.S. Preventive Services Task Force
(USPSTF), "PSA screening is associated with impor-
tant harms, including frequent false-positive results and
unnecessary anxiety, biopsies, and potential complica-
tions of treatment of some cancers that may never have
affected a patient's health". The conclusion of the USP-
STF is that current evidence is insufficient to determine
whether benefits outweigh harms for a screened popula-
tion.21 Despite the controversy over prostate cancer
screening, it is imperative that progress be made in
reducing the disproportionate burden of prostate cancer
morbidity and mortality among African-American men.
Studies have suggested that early detection of
prostate cancer in asymptomatic men can narrow the
gap in mortality rates.22 However, African-American
men are less likely to have had prior prostate cancer
screening and are more likely not to participate in free
screening.23 They are also more likely than whites to
have advanced disease at the time of diagnosis.24'25 Thus,
decreased participation in prostate cancer screening by
African-American men is a serious problem, given
decreased survival rates when the diagnosis of prostate
cancer is delayed.26'27
It is vital that African-American men who are at high
risk for prostate cancer engage in lifestyle changes
(improved diet and increased physical activity), increase
participation in screening programs for early detection
and engage in other recommended cancer prevention
activities.
Social Support
Social support may also play a major role in African-
American men's participation in cancer screening.28
Findings from focus groups conducted by Jernigan et
al.29 showed that men almost exclusively named a
spouse or female family member as their support for ini-
tiating and receiving cancer tests, relying on those close
females in their network to encourage them to take
action. Thus, the primary impetus for men getting an
initial cancer test was encouragement from a woman to
see a physician, often in response to the presence of
symptoms. This suggests that women play an important
role in facilitating men's contact with healthcare
providers. In addition, Thrasher and colleagues studied
social support for colorectal cancer screening among
African-American church members and found that,
aside from doctors, spouses were cited as the most
important sources of support for both cancer screening
and preventive activities.30
The Church as a Social Support
Se#ing for Health Promotion Activities
The disparity in African-American versus white can-
cer-related morbidity and mortality argues for innova-
tive population-based interventions that promote adop-
tion of health behaviors linked to primary and
secondary prevention of prostate cancer among African
Americans. These interventions must be culturally sen-
sitive, enhance community facilitators and assets,31 and
address the existing barriers to behavior change in com-
munities of color.
The church has traditionally played a vital role in the
lives of most African- American adults in the southern
United States. Therefore, African-American churches
are promising intervention sites for health promotion
activities and serve as a powerful channel for health pro-
motion efforts. 32-34 The black church, as a significant
community institution owned and led by African Ameri-
cans, has led the way as an advocate for civil rights, as
an enabler to foster community change and as a safety
net for members in need. The church is also the center
for many religious, cultural and social activities. Many
black churches include health of their members and the
community in their mission. Pastors and church leaders
can serve as highly credible role models and persuaders
in encouraging healthy behaviors through sermons,
organized activities and personal example.3541 Working
in partnership with churches, health promotion efforts
can be promoted and sustained by incorporating the nat-
ural assets of the social, organizational and religious
aspects ofthe church into behavior change programs.
The purpose of this investigation is to explore the
knowledge and beliefs of African-American men and
their spouses about prostate cancer, behavior change to
reduce prostate cancer risk and prostate cancer screen-
ing as well as barriers to making health promoting
lifestyle changes.
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METHODS
Study Design
Wellness for African Americans through Churches II
(WATCH II) was an NCI-funded pilot research collabo-
ration among the University of North Carolina at
Chapel Hill Lineberger Comprehensive Cancer Center,
the North Carolina Central University Department of
Health Education and the Julius L. Chambers Biomed-
ical/Biotechnology Research Institute. WATCH II
expanded on findings from the original WATCH proj-
ect, 42 which tested the effectiveness of two approaches
to improving diet, physical activity and cancer screening
behaviors related to primary and secondary prevention
of colorectal cancer: a tailored print and video interven-
tion and a lay health advisor intervention. Results from
the WATCH project among participants receiving the
tailored print and video intervention showed significant
(p<0.05) improvements for fruit and vegetable con-
sumption (0.6 servings/day) and recreational physical
activity (2.5 MET hours per week), and among those
250, a 15-percentage-point increase in fecal occult
blood test screening.
The overall project goal ofWATCH II was to further
refine and replicate findings from the original WATCH
project and to examine the possible effectiveness of
using tailored print messages, videos and a lay health
advisor intervention to address diet, physical activity,
and both colorectal and prostate cancer education and
screening for African-American churchgoers.
Participant Recruitment
WATCH II staff identified a convenience sample of
two African-American churches from North Carolina
counties near the location of the universities. Pastors
from each church were contacted and asked to partici-
pate. Each pastor recruited focus group participants by
making an announcement during Sunday church serv-
ice. WATCH II staff also attended Sunday morning
church services over a period of several weeks to pro-
vide additional information about the project and the
purpose of the focus groups, engage pastors and other
church leaders, and engender interest and participation
from the congregation. Pastors identified interested men
in the congregation who were invited to attend the focus
groups. Because of research suggesting that spousal
support was important, separate women's groups con-
sisting of, except in the case of one woman, the spouses
ofmen in the men's groups also were conducted in order
to identify women's perspectives on beliefs about, barri-
ers to, and motivators for initiating and/or maintaining
prostate cancer prevention and screening behaviors
among African-American male church members.
Development of the Focus Group
Moderator's Guide
The focus group moderator's guide was a semistruc-
tured guide designed to identify beliefs about, barriers
to, and motivators for initiating and/or maintaining
prostate cancer prevention behaviors among African-
American male church members and their spouses.
Questions were developed around constructs from the
Health Belief Model.43 This theory informs intraperson-
al level interventions by identifying important beliefs,
barriers and motivators (benefits) associated with
behavioral promotion and maintenance ofchange. Mod-
erator guide questions focused on knowledge, beliefs
and perceptions about prostate cancer and its prevention
among African-American men. The protocol for the
focus group was approved by the institutional review
board at the School of Public Health at the University of
North Carolina at Chapel Hill.
The focus group protocol contained eight main topic
areas: general health and the meaning of health, atti-
tudes toward cancer and experience with screening,
prostate cancer knowledge, African-American risk for
developing prostate cancer, prostate cancer prevention,
prostate cancer screening tests, and barriers to and facil-
itators ofprostate cancer screening.
Data Collection
Four gender-specific focus groups were conducted at
the participating churches in fall 2002 and winter
2003-one men's and one women's group at each
church. Each focus group lasted approximately one
hour. African-American female WATCH II project staff
(a moderator/facilitator and a note-taker) conducted
each group. Prior to the sessions, a meal was provided
for participants, and informed consent was obtained
from each participant. Demographic information was
then collected via a brief questionnaire, and focus
groups were conducted. Afterward, each participant
received an incentive of $20. All focus group sessions
were audiotaped.
Data Analysis
Data analysis employed both notes taken at each
focus group session and transcribed audiotapes. The
audiotape recordings were transcribed by graduate
assistants, and these were merged with the notes taken
during the focus group sessions. Once the merged docu-
ments were created for each session, three of the study
investigators carefully reviewed the text to identify
themes that best categorized statements from the focus
group sessions. After each investigator independently
identified themes, these were consolidated and refined
into the distinct themes reported in this paper.
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RESULTS
Participant Characteristics
All of the people who participated in the focus
groups were men and women from the Raleigh-Durham
area of North Carolina. The ages of the participants
ranged from 34-68 years old. Fourteen African-Ameri-
can men and 15 African-American women participated
in the four WATCH II focus groups. The majority of the
participants (91%) in the focus groups identified them-
selves as members of church congregations. Forty-one
percent of the participants had a college degree, and
95.5% of the participants were married (compared with
a North Carolina State average for African Americans of
13.1% and 50%, respectively).44 Only 22% of the men
reported having had a prostate cancer screening test.
EMERGENT THEMES
Three primary themes emerged from the focus group
discussions: 1) culturally and gender-influenced beliefs
and barriers about cancer prevention and screening; 2)
barriers related to the healthcare system; and 3) reli-
gious influences, including the importance of spiritual
beliefs and church support.
Culturally and Gender-Influenced
Beliefs and Barriers about Cancer
Prevention and Screening
African-American men and women in these focus
groups demonstrated a reasonably good level of general
knowledge and awareness about prostate cancer.
Men and women were asked what came to mind
when they heard the term "prostate cancer." Women cor-
rectly identified prostate cancer as affecting men, and
one man spoke about how the disease disproportionate-
ly affects African-American men: ... "it is most com-
mon in African-American males."
When asked if they believed that prostate cancer
could be prevented, both men and women responded
affirmatively; however, men tended to give more in-
depth responses to this question. Focus group members
were able to give examples of a prostate cancer risk fac-
tor (age), symptoms (frequent urination and enlarged
prostate-not specific for prostate cancer) and strate-
gies that can reduce risk (changing diet, screening).
You mentioned aboutfrequent urination, I never
associated that with prostate cancer I know that
diabetes has that symptom ifyou have high sugar I
know that once you get older, you are at riskfor
prostate cancer These are things we don't discuss
in the barbershop because we don 't know about it.
Participants were asked ifthey could identify screen-
ing tests for prostate cancer, and the responses were
generally correct: "chemical in the blood," "PSA,"
"blood test," "digital rectal exam."
Several people spoke about possible causes of
prostate cancer, including:
* diet: "I always thought that cancer has to do with
food," "Eating too much fat," "Not drinking 8
glasses of water a day;"
* the effect of physical stress on the prostate: "Black
men work hard, working in the fields, hard lifting.
I think that has a lot to do with it;"
* genetics:
I would think that it s actually something that s
always there, that shows up later, like a gene
that 's recessive, and because ofage or because
ofdifferent things that happen to you may set it
off, make it dominant.
* and social and physical environment: "It may not
be a genetic thing. It may be a social thing...,"
"We have a lot of toxic stuff around us ... so it can
be a number of things that can cause cancer."
Cultural beliefs, attitudes and behaviors. The dis-
cussion of reasons that African-American men bear a
much higher burden of prostate cancer than men of oth-
er racial/ethnic groups revolved around beliefs, attitudes
and behaviors specific to African-American men.
Among the race-specific causes predisposing African
Americans to increased cancer risk, diet was men-
tioned-"We as black people, we eat the same things,
we do the same things... pig feet, wrinkled bellied
steak, you know, pork"-and the fact that African
Americans today are not nearly as physically active as
their forebears were:
One-hundred years ago, when we were on the
plantation, we worked hard and lived long. Now
we 're like the otherfolks. I don 't see many ofus
walking. A lot ofwhat's happened to us is because
ofwhat we don 't do.
Men's perspective-why men don't get tested.
Men in the group expressed the belief that many African-
American men are not screened for prostate cancer for a
number of reasons: masculine identity (machismo, tough-
ness, invulnerability), and fear of invasion oftheir privacy
and bodies. One man went on to elaborate on the reluc-
tance of many African-American men to be tested and
encouraged others to be screened:
I think that the reasonfor that is we are reluctant to
get tested to be screenedfor that. We don't take time
for the prostate to be checked. I had it (prostate
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screening) back in October or November but it did
not bother me at all. But it wasjust the thought that
I'm going to have to do this. You know what Isay-I
encourage that ifyou have not had ityoujust grit
your teeth andgo on andget it done.
The issues of masculinity, embarrassment and priva-
cy were discussed by several men:
I think about black men and the fact that we'd
probably have a lot ofthem still with us if they
were just more willing to seek care and if they
weren 't so private about that.
I think its an image and it has to do with our expec-
tations of them and society s expectations and a
need to be strong and a need to believe that they're
okay because otherwise who s going to take care of
them and they have that image. And sometimes, my
feeling is that they choose not to know rather than
to have to do anything about it orface it.
When I hear the word "prostate," I think about my
dad. He was 76 years old when he died of
prostate cancer-something that could've been
avoided but because of his pride and his man-
hood he chose not to deal with it, and the lack of
knowledge cost him his life.
Also closely related to this concept of masculinity is
the fear of an assault on their manhood by undergoing
DREs-or even worse, the fear of impotence if prostate
cancer is diagnosed. As one man explained:
One ofthe things they may think ofis the inability
to perform sexually, andfor a male that's devas-
tating andfor afemale too.
Women's perspective-placing needs of family
first. Women gave responses regarding the concerns
African-American men have about prostate cancer
screening, citing numerous examples of how men tend-
ed to place the needs of their families before them-
selves, i.e., to pay the bills or even to make sure that the
children's medical care was provided, sometimes to the
neglect of their own preventive healthcare. The women
in this group discussed their role and responsibility in
urging their husbands, fathers, sons, brothers and uncles
to take better care of themselves:
Many black men do not gofor regular check-ups.
They do not check on themselves. They may be in
pain, but they are like, oh it will go away. We as
blacks, period ... we let things get worse before
we go see about it.
I think that the experience (having prostate can-
cer) will be overwhelming because thefirst thing
they will probably think is possibly, I'm going to
die and leave myfamily and who will take care of
my wife, my children and even their parents? I
think in this society most men that I knowfeel like
they have so much responsibility that they can't
afford to be sick or hinderedfrom working, so
they would rather not know that they have cancer
If there is enough money to take the kids to the
doctor they will do that andput themselves on the
back burner, like we do a lot and before they
know it, there is something wrong with them. It
could be prostate cancer
As a black man, if it comes between a choice to
pay for a doctor visit or get something for his
wife, he will take care ofhis wife andput himself
on hold.
Barriers Related to the HealthCare
System
Mistrust of healthcare providers. Participants in
our study confirmed that they had reservations about
interactions with the healthcare system:
I think ifwe were real honest, and I think the data
will show, we don 't get the same kind of care that
white patients get.
We're afraid they won't treat us right ifwe ask them
some things.
They don't trust the doctor A lot offolks don't trust
the doctor
Quality of patient-doctor interaction and com-
munication. Participants in this study often reported
that when they went to visit the doctor, they were influ-
enced to undergo prostate cancer screening if the physi-
cian recommended the procedure. "I know in my case,"
one man reported, "when the doctor stated that I had to
get the test, I asked him was he sure or could we put it
off until next year." This man was convinced by his
physician of the need to take the PSA test, and followed
his recommendations.
Lack of insurance. Participants in this research also
stressed the importance of economic factors on decisions
about whether or not to be tested for prostate cancer.
I think another reason (why men don 't get testedfor
prostate cancer) is ... health insurance. I think that
more black males don 't have access to health insur-
ance than white men. We cannot affordgetting the test.
Fear of screening procedures. "They could have a
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van outside giving free tests, and I still wouldn't want it.
I think that it is the fact of going through that physical
test and it feel like it invades my privacy."
We have to be real sick to go to the doctor Men like
to be young and physical. They really don't like
going through the extreme ofgoing to the test. I think
that black menfear the going to the doctor
Religious Influences, Including the
Importance of Spiritual Beliefs and
Church Support
Strong faith encourages adherence to health pro-
motion practices. Focus group participants frequently
mentioned how important their faith was in helping to
make decisions about health and how it influenced the
care they took of their bodies. One member noted that,
"God says a lot about how he wants your body to be
healthy just like he wants your soul to be happy in him."
This attitude reflects a deep conviction that the body is
God's temple and should be cared for properly. This atti-
tude encourages churchgoers to engage in proper nutri-
tional practices, exercise, avoid habit-forming drugs
such as tobacco and alcohol, and generally monitor their
health status.
Participants discussed the negative effects of stress
on their health and described how their relationships
with God helped them deal with stress in a positive way.
One man felt that stress in African-American men could
contribute to problems with the prostate.
You know at work, sometimes, I'm under a lot of
stress ... and when I go to the bathroom, when I uri-
nate, I watch my urine stream. I can tell when I'm in
stressful situations because it decreases my urine
stream. And that means that something is affecting
myprostate ...
"Stress ...," noted another man, "is a big thing that
we need to address ... not just physically but spiritual-
ly." He claimed that "we can study, you can research it,
you can do everything" but concluded that it was his
relationship with God that allowed him to persevere in
spite of difficult and stressful situations.
Religious beliefs can be both motivating and demoti-
vating factors for health promotion practices. Fear of
cancer and an attitude of fatalism regarding it were not-
ed in the focus groups. From men, the sentiments most
often expressed were "fear," "pain and suffering," "bad"
and "death." Women also stated their reactions in terms
of "disease" and "death."
I think about myfamily members who have suffered.
Most ofthepeople Iknow who have had it have died.
Other participants felt that in some cases, there was
no point in trying to do anything about your situation,
because when you have ended "your stay on this earth
... then you got to go.
Fatalistic attitudes toward disease are more common
among African Americans; however, not all the men
agreed that they should be passive bystanders, but rather
thought they should encourage each other to actively
fight the disease. There were also expressions of faith in
God and the hope for a cure with God's help. One man
observed that:
There are different kinds ofcancer and some ofthem
you can survive. But ifyou havefaith andfight, and
the Lord wills, you will live.
Another man stated:
[Cancer is a] ... momentary setback. Cancer is a
challenge, and when you don 't accept it, you live a
lot longer Don 't make a big issue out of it. It's a
mind thing to me. It's not a kiss ofdeath.
A few focus group members also thought that some
people might have other religious attitudes that might
discourage active participation in health promotion and
cancer prevention activities. For these people, "It
[prostate cancer] might be a punishment." That is, a per-
son might believe that a current health condition was the
result of sinful behavior and that he or she deserved
whatever negative consequences they experienced.
Role of the church. Participants overwhelmingly
felt that the pastor was critical to the success of any
health promotion and cancer prevention activities in the
church. A female focus group member strongly
endorsed the high visibility ofthe pastor in all activities,
noting that "having the pastor's picture" included in pro-
motional materials was "a bonus." Other members felt
that having the pastor's solid support suggested that the
church was "united" around these activities, "because
sometimes the pastor [may] feel that they are too busy to
do this [health promotion activities]." If the pastor
expends his or her time and effort, perhaps through ser-
mons or approval of educational materials in the church
bulletin, it suggests that the activities are important, and
the congregation is more likely to become personally
engaged and take steps to comply with those practices.
Others noted the importance, not only of the pastor
but of others in the Christian community. They seemed
to regret the stance that the church had taken on some
issues, often leading to inaction and/or inattention to
factors that affect the health ofAfrican Americans. One
man observed that:
We have to agree ... that the black church has been a
little neglect(ful) when it comes to dealing with any-
thing other than issues that deals with the spiritual
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man. Because ifyou remember right now in this
area, there is only two black churches that work with
AIDSpatients.
Another participant thought that " a lot of churches
did not deal with the [real] issues" that affect black peo-
ple and that, often, health promotion efforts have to go
through other channels (for example, barbershops), to
get important health messages to the community. One
member thought that Christians often missed opportuni-
ties to minister to the needs of others who "are not going
to come through that door right there." He urged Chris-
tians to be role models because "the only thing that a lot
ofpeople are going to see is one of us."
DISCUSSION
The purpose of this study was to use focus group data
to assess perceptions ofAfrican-American male church-
goers and their spouses on prostate cancer, prostate cancer
prevention and prostate cancer screening.
African-American men and women in these focus
groups demonstrated a reasonably good level of general
knowledge and awareness about prostate cancer and
screening tests, although many were unclear about what
age to begin testing and how frequently they should
have them. This finding differs from other reports in the
literature reporting low levels of knowledge and misin-
formation about prostate cancer, its risk factors, and the
importance of screening and early detection among
African-American men.45'46
Despite the fact that most men held a negative per-
ception of the DRE, participants understood the impor-
tance ofcancer screening in general, and prostate cancer
screening in particular, which supports the observation
that there is concern about the impact of cancer on the
African-American community.
Overall, African Americans have the highest inci-
dence and mortality rates for cancer.47 Racial and ethnic
disparities in health exist within the broader context of
social and economic inequality. The focus group partici-
pants were aware of the disproportionately high risk
African-American men have for developing prostate
cancer; however, their views varied about the reasons
for the disparity between white and African-American
males. The unique perspective ofAfrican Americans in
the United States has been influenced by the history of
slavery, segregation, discrimination and persistent
racism in American society. This "race consciousness" 48
is seen in the participants' views about the sources for
the disparity in rates of prostate cancer between white
and African-American males. Many participants felt
that the African-American diet and lack of physical
activity played a role in higher rates of cancer.
Shelton et al.27 reviewed articles that identified bar-
riers to participation in prostate cancer screening among
African-American men, which included: cost of the
tests, lack of cancer knowledge/awareness, perceptions
of low susceptibility to cancer, lack of access to health-
care, racism, low socioeconomic status, fatalistic atti-
tudes and embarrassment/discomfort with the examina-
tion. Our focus group findings were consistent with
many of these findings, including expressions of embar-
rassment and shame associated with DRE testing. A
recent focus group study of African-American men
aged 255 years, conducted by Ford et al., reported that a
diagnosis of prostate cancer itself was related to embar-
rassment and shame.28
Even though black men are more likely than white
men to be diagnosed with advanced prostate cancer,
they are less likely to undergo screening for prostate
cancer.49 The second factor is inextricably linked to the
first. The Institute of Medicine's report in 2002 stated
that "[al]though myriad sources contribute to [health]
disparities, some evidence suggests that bias, prejudice,
and stereotyping on the part ofhealthcare providers may
contribute to differences in care." The IOM report and
numerous other studies have found that blacks often
lack confidence in the healthcare system, and therefore
tend to avoid or underutilize the services provided.50-52
Negative stereotypes ofhealthcare providers, especial-
ly physicians, may reflect an individual's awareness ofhis-
torical injustices to minority and low-income individuals
in the healthcare system or simply their own personal
experiences with physicians and other healthcare person-
nel.53 African-American patients who hold strong negative
stereotypes of physicians and judge physicians negatively
may be reluctant to visit a physician for relatively minor
medical complaints, choosing instead to delay healthcare
until their problems become more severe or impede func-
tioning. The consequence of delayed help-seeking, partic-
ularly when patients may already feel stressed about their
health status or condition, is often diagnosis of the prob-
lem in its advanced stages.53
Katz and colleagues 54 found that African-American
church members reported higher rates of colorectal can-
cer screening when they perceived that they had positive
communication with their healthcare provider and that
these rates were further improved with adequate knowl-
edge about colorectal cancer screening. Other studies
have confirmed the important, determining relationship
between the strength and quality of the patient-doctor
relationship and cancer screening.5 '55
Another reason for not being screened cited in the
focus groups in this study was the lack of physician rec-
ommendation for cancer screening. One participant said
that "if a doctor does not recommend a screening exam
a patient may not believe that the exam is important."
This finding is consistent with research by Woods et al.,
who reported that a significant predictor of both PSA
and DRE among African-American men was the physi-
cian's direct prostate cancer communication message.56
A recent cross-sectional analysis of data from the 2000
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National Health Interview Survey revealed that 74% of
men receiving PSA screening reported that the screen-
ing was initiated by their physician.57 Tannor and Ross,
in a study on African-American men, reported that even
though a high percentage ofthe men had discussed PSA
testing with their doctor, there was a large number of
men who had never received a PSA test and knew noth-
ing about them.58 In addition, Barber et al.59 reported
that although prostate cancer is a major contributor to
morbidity and mortality in the male population, public
awareness ofthe cancer has been reported as minimal.
The church plays a critical role in the lives of most
African-American adults in the southern United States,
and it has the unique ability to meet various spiritual,
economic, social and cultural needs of the black com-
munity. The strong religious faith ofAfrican Americans
and their active participation in church activities are
often cited as having a positive effect on their physical60
and mental health,6' healthcare practices,62 life satisfac-
tion'63 cancer survival rates 64and health-seeking behav-
iors.65 Because of this, African-American churches can
play an important role in reaching individuals at high
risk for chronic diseases.42'66 Participants also responded
positively to biblical verse-related health promotion
messages suggesting that successful interventions
should include educational materials that are designed
specifically for church-based audiences.
Fear of cancer and an attitude of fatalism among
African Americans have been reported in the litera-
ture.67-70 The belief that there is little that can be done to
prevent or treat the disease, a belief that is more com-
mon among African Americans, makes the adoption of
cancer prevention and screening behaviors potentially
less likely.7' Some of the men and women queried about
their reaction to the word "cancer" in focus groups
reacted the same way, with expressions of fear, fatalism,
hopelessness, helplessness and the inevitability of suc-
cumbing to the disease.
Mitchell et al. reported that a small group ofwomen in
their study of breast cancer in eastern North Carolina
believed that "medical treatment was unnecessary because
only God could cure breast cancer." This attitude, labeled
"religious intervention in place of treatment, was signifi-
cantly more common in African-American women who
were less educated and older, and correlated strongly with
the intention to delay presentation of a self-discovered
breast lump.72 Members of our focus group were more
highly educated and did not express these beliefs.
Both men and women stressed the idea that black
men are known for not going to the doctor. These senti-
ments were similar to focus group responses from
younger African-American men in Chicago reported by
Ravenell et. al.73 Some men pointed out the importance
of the women in their lives for helping them take care of
themselves and encouraging them to see a doctor.
The WATCH II intervention tested the effectiveness of
a tailored education (newsletters and videos) and a lay
health advisor intervention to promote behavior change to
reduce risk of colorectal and prostate cancers for African-
American men and women. The behaviors targeted for
change were diet (increasing fruit and vegetable and
decreasing fat intake), increasing physical activity, and
promoting regular prostate and colorectal cancer screen-
ings. A primary focus ofWATCH II intervention mes-
sages and lay health advisor educational training was to
get participants to talk to their doctors about being
screened for colorectal and prostate cancers.
The findings from these focus groups assisted us in
developing tailored messages to address salient beliefs
about and barriers to prostate cancer prevention behaviors.
Women were included in the prostate cancer part of the
WATCH II intervention because ofthe important role they
play in encouraging the men in their lives to adopt health
promoting activities. Findings from these focus groups
underscored the importance of faith in God and love for
family as central/core values among these churchgoers
that represent an important means of reaching men at risk
with cancer risk-reduction messages.
A limitation of this qualitative study is that the find-
ings may not be generalizable to other African-American
and non-African-American populations, other geographic
areas and to people not attending churches. Volunteer par-
ticipants in our focus groups had a higher educational
attainment and were more likely to be married than other
African Americans in North Carolina and in the United
States as a whole.44 Another concern is the possible inhibi-
tions men could have had in discussing such personal
information in sessions moderated by women.
Use of focus groups and other qualitative methods,
however, can help public health professionals better
understand attitudes and beliefs ofAfrican-American men
associated with an increased risk of prostate cancer. The
information gleaned from these focus groups can be used
to better inform and tailor prostate cancer interventions,
especially in making those interventions more culturally
relevant to African-American churchgoers. It is also
important for healthcare providers to become knowledge-
able about the importance of prostate cancer screening in
high-risk populations and to make sure their patients are
aware oftheir options concerning screening and engage in
informed decision-making.
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